RADIOISOTOPE scanning has proved useful as a means of diagnosing pericardial effusion.1 Ten minutes after administration of human serum albumin labeled with radioiodine, the spatial distribution of the radioactivity throughout the central cardiovascular system is automatically measured and recorded photographically. The diagnosis of effusion is based on comparison of the scanning image of the cardiac blood pool with the roentgenographic image of the heart obtained while the patient is lying on the scanning table.
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An additional use of scanning in the field of cardiovascular disease was suggested by Dreyfuss, Ben-Porath, and Menczel.2 These authors had observed that I181-labeled iodide concentrated in pulmonary infarcts, and postulated that necroses of the heart might also concentrate this isotope.
Patients with myocardial infarction were studied after the administration of F131-labeled iodide. Iodide rather than iodinated albumin was used. Counting rates were recorded daily by means of a stationary scintillation detector over the chest wall. The counting rate over the electrocardiographic locations of leads V3 and V5 were determined over both left and right chest. In contrast to the results observed in control patients, all patients with myocardial infarction had at least a 20 per cent higher concentration of radioactivity on the left side of the chest than on the right. On the basis of this finding, the authors suggested that it might be possible to demonstrate areas of myocardial infarction by a radioisotopescanning procedure, although they did not attempt this themselves.
The present study was designed to evaluate the feasibility of outlining myocardial infarctions by a radioisotope scanning technic.
Methods
In essence, the technic consists of automatically recording the spatial distribution of a gammaemitting radionuclide within the body and is more completely described elsewhere.1 The scan is obtained with the patient lying in a supine position while two motors move a radiation detector back and forth automatically over the chest. The detector consists of a sodium iodide crystal, photomultiplier tube, and focusing collimator. The radiation coming from the iodine immediately beneath the probe is detected, amplified, and recorded automatically. Background radioactivity is minimized by means of a gamma-ray spectrometer. The radioactivity is utilized to activate a light that exposes x-ray film. The darkening of the film is a function of the amount of radioactivity beneath the detector. Immediately following the scanning procedure, a chest x-ray is taken with the patient lying on the scanning table. The scanning image is superimposed on the x-ray image of the heart by means of localizing markers on both scanning image and x-ray.
The scans were performed 24 hours after administration of 100 to 200 microcuries of NaIl31. This is another difference from the procedure used for detecting pericardial effusion in which case iodinated albumin rather than iodide is administered and the scanning procedure is performed shortly after the intravenous injection rather than 24 hours later. In the present study, all patients received potassium perchlorate prior to the administration of the radioiodine to decrease thyroid uptake of the isotope. Therefore, most of the administered radioiodine was excreted by the kidneys prior to the scanning procedure. Consequently, the radioactivity in the blood was low after 24 hours and any concentration of radioiodine in the area of myocardial infarction would appear as a localized darkened area on the scanning image. Immediately prior to the scanning procedure, we made precordial measurements of the radioiodine concentration beneath a stationary probe over the electrocardio-PRECORDIAL DISTRIBUTION OF IODIDE Figure 1 presents the results of the radioisotope scan in two patients with myocardial infarction, illustrating a localized concentration of radioiodine along the diaphragmatic border of the heart. This occurred in four of the 11 scans performed after oral administration of the radioiodine and in all three scans obtained after intravenous administration of the radioiodine. Six of 12 patients had a ratio of 1.2:1.0 or greater when precordial isotope measurements over the left chest were compared with a corresponding position over the right chest. Table 2 Gastric and Blood Activity after dioiodine Administration Figure 1 Top. Scintiscan of patient (963184) with myocardial infarction. Bottom. Scintiscan of patient (944739) with myocardial infarction.
that the enforced bed rest in patients with niyocardial infarction would lead to a higher mean concentration of secreted radioiodine in the cardia than that found in patients in whom bed rest is not so strictly enforced. The distribution of radioiodine in the stomach of a normal person kept at rest for 24 hours after the administration of 100 microcuries of sodium iodide (1131) intravenously is shown in figure 2 . The localization of this material in 
